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From Alma-Ata to Almaty: a new start for primary health care
The multiple interacting health problems that are
intractable cannot be dealt with without a personfocused population-oriented approach. Vertically
oriented and externally funded services interfere with
the responsibility of the state to improve its own health
services.5
The need for integration of health services by primary
health care was emphasised by a workshop in May, 2008,
in Geneva.6 The 15by2015 campaign (launched in March,
2008, to strengthen health systems led by primary care)
asked donors to invest 15% of their funding in local
primary health care.7 A system with a list of patients,
mixed capitation, and no co-payments is more cost
eﬀective (through less use of secondary care, medical
imaging, and laboratory testing, and more cost-eﬀective
prescribing) and of better quality (better performance in
prevention) than most current approaches.8
The report9 by WHO and the Commission on Social
Determinants of Health emphasises the importance of
health systems based on primary care principles that
take into account the range of social determinants,
where prevention and promotion are in balance with
investment in curative interventions and where there is
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On Oct 14, Now more than ever, the World Health Report
for 2008, was launched at Almaty, a city formerly called
Alma-Ata and well known for the 1978 WHO declaration
on primary health care.1 Although many countries tried
to put primary care into practice, the declaration’s goal
of Health for All was not achieved. Will all countries now
establish strong and eﬃcient primary care as an integral
component of their health systems? Is 2008 diﬀerent
from 1978?
Both the 1978 declaration and the 2008 report are
underpinned by social justice, equity, and solidarity,
although these values are increasingly under pressure in
a context of globalisation and a growing gap between
rich and poor nations. The most important diﬀerence
between 2008 and 1978 is that today there is more
evidence about the eﬀectiveness and eﬃciency of
primary health care. This evidence may inspire action
at diﬀerent levels with greater safety, eﬀectiveness,
eﬃciency, patient-orientation, timeliness, and equity of
health services.
Evidence at the macro level (eg, policy, payment,
regulations) is now overwhelming: countries with a
strong service for primary care have better health outcomes at low cost. Systems that explicitly distribute
resources according to population health-needs
(rather than demands), that eliminate co-payments,
that assume responsibility for the ﬁnancing of
services, and that provide a broad range of services
within the primary care sector are more cost eﬀective.2
The evidence is robust across time and place,
including middle-income countries and countries
of the Organisation for Economic Co-operation and
Development (OECD), with similar ﬁndings in more
limited studies in developing countries.
Essential features of a strong health system led by
primary care are: accessibility (with no out-of-pocket
payments), a person (not disease) focus over time,
universality, a broad range of services in primary care,
and coordination when people do have to receive care
elsewhere. There are large variations, even among developed countries, in exposure to primary care services.3
Focusing on just a few diseases or health problems
interferes with the development of local services
for primary health care through the ineﬃciency and
duplicated eﬀort of competing personnel and facilities.4
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an emphasis on the primary level of care with referral to
higher levels only when justiﬁed by need.
At the middle level, the gap between primary health
care and public health must be bridged by intersectoral
actions for health to address social and health determinants. There are clear indications that primary
care reduces social inequalities in health through empowerment of individuals and communities and social
cohesion.10 A primary care approach combines care of
chronic illnesses with care for the acute illnesses that
both predispose to and complicate the chronic illnesses.
In the UK National Health Service, over 95% of contacts
with patients for acute and chronic conditions occur in
primary care. With 82% of all problems managed at this
level, patients’ satisfaction is high and at a relatively low
cost to the health system.11,12
At the micro level, Now more than ever places special
attention on the importance of local health services that
put people, not diseases, ﬁrst. The commitment of all
health workers to primary care is essential. Although the
type of health worker will vary by local circumstances,
common features are patient-orientation with
continuing care provided over time, universality, and
comprehensiveness.13
Participation of the citizen–patient and the local community in primary health care is essential. Prevention
should take a population orientation with explicit
consideration of attributable risks, the setting of
priorities on the basis of reduction in illness, avoidance
of adverse eﬀects, and the imperative to reduce
inequities in health.14 Strategies such as Community
Oriented Primary Care15 involve the local community in a
continuous process of information gathering, including
the design of health-need assessments, planning, and
intervention and monitoring of local outcomes.
Some countries have shown the way. Thailand has
shown how the introduction of a family physician
contributes to accessibility, patient-orientation, and
cost-eﬀectiveness of care.16 Brazil’s national primary
care policy has improved outcomes for important
health indicators.17 Cuba has achieved levels of health
commensurate with those of OECD countries through
its commitment to primary health care over 20 years.
Oman’s investment in a health system led by primary
care and accessible to the whole population yielded
health indicators similar to those of European
countries.18
2

Now more than ever encourages partnerships. The goal is
that by 2028 the world’s population will have equitable,
good-quality, and cost-eﬀective primary health care
with referral to secondary and tertiary care only when
appropriate. Expanding the range of problems that
can be dealt with in primary care and improving the
quality of services have both been greatly advanced
by developments in information and communication
technology since 1978. In the UK, for example, most
primary care practices now use electronic patients’
records and have access to online educational resources,
which in many cases are also accessible to patients
and the public. Ensuring eﬀective use of these new
technologies and online resources will be a key priority
for health-care systems.
A worldwide global plan for primary health care
is needed, and WHO should set the agenda for this
development, by creating a speciﬁc high-level unit for
primary health care that cuts across the programmes
oriented vertically to diseases in the organisation.
Now more than ever sets ambitious challenges for primary
health care. Now, by contrast with 1978, we know more
about how to meet these challenges.
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